growth started in the suprarenals.
Dr. MANN, in reply, said that the section exhibited was quite typical of primary sarcoma of the suprarenal. There was no appearance at the post mortem suggesting a retroperitoneal sarcoma with secondary invasion of the suprarenal gland. The tumour was freely movable. There were a few glands near the hilum of the left kidney which were involved in the growth; everything else was free, there being no invasion of bony or fascial structures posteriorly. The metastases were limited to the parietal bone, the sternum and both orbital plates of the frontal bone. The body of the child was not pigmented at all; there was a good deal of fine silky hair upon the face, the upper part of the trunk and arms, and upon the pubes. No ascites was present and no secondary growths in the peritoneum. Every appearance during life suggested a splenic tumour. It was the rapidly increasing cachexia, great increase of pain with evidence of pleural effusion, which made him think growth was present as against primary aneemia in a child. THE patient died three days after being brought before the Society, aged 6 months. His brain shows a remarkable condition which I find difficult to explain. The whole of the frontal and parietal regions is converted into a bilateral cystic form, bounded mesially by a wall containing a moderate amount of brain substance. The cysts contained clear fluid and are filled with a network which almost certainly represent the neurogliar framework normally supporting the nervous elements. I do not think one would be justified in naming it porencephaly, because of the presence of this reticular network. According to the history the child was quite healthy until the age of seven weeks, and then be had an illness which could be accounted for by encephalitis or meningitis. Neither of these seems a plausible explanation, unless it be possible for a diffuse encephalitis to lead to softening and absorption of the nerveeleinents. Much more probably the history is unreliable and the condition is a congenital one, dependent on developmental error of the prosencephalon.
Cautley: Congenital Heart Disease DISCUSSION.
Dr. LANGMEAD said there was a specimen in the museum of Great Ormond Street Children's Hospital which, pathologically, very closely resembled the present one. It was that of a small infant who died a few months after birth. The lesion was regarded as congenital, due to some atresia of the middle cerebral vessels. He suggested that examination of the vessels in the present case might show some definite vascular lesion.
Dr. G. CARPENTER said he had not seen anything quite like Dr. Cautley's specimen. In the last Reports of the Society for the Stutdy of Disease ini Children, however, he gave, under the heading of congenital syphilis, in the special discussion on that subject, notes of a case which had sclerosis of its hemispheres in the motor area on both sides and elsewhere.' It happened many years ago, and it was difficult to recall on the spur of the moment the exact post-mortem appearances. On removing the skull-cap he found a multilocular cystic condition, very similar to the case of Dr. Cautley, but not nearly to that extent. On opening the cysts the underlying convolutions were found to be atrophied, but they had not completely disappeared like the case exhibited. Microscopically there was found to be sclerosis of certain convolutions, and he handed his microscopical specimens to Dr. Ernest Jones with the request that he would make an independent report on them. Dr. Jones's opinion was that it was syphilitic, which coincided with his own views. During life the child was spastic, and had extreme head retraction. It was an infant about five months old, and had atrophic patches in its choroid, which latter he regarded as due to syphilis.
A case of syphilitic cortical sclerosis (encephalitis) in an infant aged 5 1 months, pp. 165-170, viii, 1907-8. Congenital Heart Disease. Transposition of the Aorta and Pulmonary Artery.
THIS is a rare defect, and it is astonishing that it was compatible with life. The great veins open into the right auricle, which communicates with the right ventricle by a normal orifice. The ventricle is much larger than the left ventricle, and a normal aorta is given off from it, instead of the pulmonary artery. The latter has only two valves. One appears due to fusion of two valves. It is much larger than the other and has a dilated sinus of Valsalva. The great vessels are given off from the aorta by a common origin. The left ventricle is small and gives off the pulmonary artery, which is stenosed at its orifice on account
